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| NTRODUCTI ON

The purpose of this manual is to provide policy and billing
instructions for providers who bill on the CV5 1500/ 837P ( professional)
claimformat and are reinmbursed under the physician's fee schedul e.
Providers include Certified Nurse Mdw ves, Certified Nurse
Practitioners, Certified Registered Nurse Anesthetists, General dinics,
Physi ci ans, Podiatrists, Optometrists, Audiologists, Speech/Language
Pat hol ogi sts, Cccupational Therapi sts, Physical Therapists, Portable X-
ray and Other Diagnostic Services. This manual has been prepared to
provi de a conveni ent reference source of information for Physicians’
Services providers who participate with the Maryl and Medi cal Assi stance
Fee- For-Service Program The narrative portion of the nanual contains
coverage and linmtations information and specific billing instructions
for physicians. The nuneric portion of the manual contains the
physici ans’ fee schedule which is current through 2010 CPT. Additiona
resources prepared for providers include the Maryl and Medi cal Assistance
Provi der Handbook and Maryland Medicaid Billing Instructions for the
CMB- 1500. Contact Provider Relations for either of these docunments at
(410) 767-5503 or (800) 445-1159.

GENERAL | NFORVATI ON SECTI ON

ABBREVI ATI ONS USED | N THE FEE SCHEDULE

A H S Form Required. Certain procedures have special requirenents
whi ch nmust be met in order for themto be rei nbursed by the Program
Providers certify conpliance with these requirenents by conpleting
specific fornms prior to rendering the service. These include the
Certification For Abortion (DHVH 521), the Docurent For Hysterectony
(DHVH 2990) and the Sterilization Consent Form (DHWH 2989). (These forms
are available fromthe | ocal Health Departnents.)

REPORT/ | NvO CE By Report/By Invoice Wen the value of the
procedure is to be determ ned "By Report"” or “By Invoice”, the foll ow ng

i nformati on nust be submtted with the claim

a. For services provided in Medicine or Radiol ogy describe
the service or procedure performed. Wen describing "By Report"
procedures for radiology services, specify the nmethod by which the
servi ce was perfornmed.

b. For surgical procedures, surgeons and
anest hesi ol ogi sts nmust provide the follow ng information:

1) Diagnosis (post-operative),

2) Size, location and nunber of |esion(s) or
procedure(s), where appropriate, and

3) Mpjor surgical procedure and suppl enentary
procedur e(s)

c. For procedure 99070 and certain HCPCS codes, a copy of
a current invoice which clearly shows the per unit cost of the supply or
product is required.
P Preaut horization Required. Certain services require prior
aut hori zati on. Requests for preauthorization are generally nade in
witing and nust docunent that the services are nmedically necessary.

0.00 Not Covered/ Used When the |listed fee is 0.00, the code is either
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not used by the Program (use other codes or unlisted procedures if
appropriate), or the service is not payable by the Program

NFAC Non-Facility Fee Fee schedule anpbunt for services rendered in
pl aces of service 03, 11, 12 and 62 based upon the Medi care Fee Schedul e
rate.

FAC Facility Fee Fee schedul e anpbunt for services rendered in

pl aces of services 21, 22, 23, 24, 25, 26, 31, 32, 33, 34, 41, 42, 50,
51, 52, 53, 54, 55, 56, 61, 65, 71, 72, 81 and 99 based upon the

Medi care Fee Schedul e rate.

26 Modi fier 26 Fee schedul e anobunt for the professional conponent
of a service based upon the Mdicare Physician Fee Schedul e rate.

TC Modi fier TC Fee schedul e anobunt for the technical conponent of
a service based upon the Medicare Physician Fee Schedul e rate.

BI LLI NG TI ME LI M TATI ONS

Claims nust be received within 12 nonths of the date that services
were rendered. If a claimis received within the 12-nonth linmt but
rejected due to erroneous or mssing data, a resubmttal will be
accepted within 60 days of rejection or within 12 nonths of the date the
servi ce was rendered, whichever is later. If a claimis rejected because
of late receipt, the patient may not be billed for that claim If a
claimis submtted and you do not receive a paynent or a rejection
within 90 days, please resubmit the claim

NOTE: Medi care/ Medi cai d Crossover clains nust be received within
120 days of the Medicare paynent date. This is the date on Medicare's
Expl anati on of Benefits form The Medical Assistance Program recogni zes
the billing tine [imtations of Medicare and will not make paynent when
Medi care has rejected a claimdue to late billing.

COVMMON PROCEDURE CODI NG SYSTEM

The Maryl and Medi cal Assistance Programutilizes the five character
Centers for Medicare and Medicaid Services’ Conmon Procedure Coding
System (HCPCS) for the billing of services on the CM5- 1500/ 837P claim
formats. These include the nunmeric CPT HCPCS and Level |1 al pha-nuneric
HCPCS

1. CPT HCPCS

The Maryl and Medi cal Assistance Program s Physicians' Services
Provi der Fee Manual prinmarily utilizes the codes in the |latest revision
of the Current Procedural Term nology (CPT). Physicians nust have access
to the |latest revision of CPT in order to properly bill for services
rendered. CPT is devel oped and published by the Anerican Mdica
Associ ation, and revisions to it are published annually. This fee nanua
is also updated annually to reflect the new additions, changes or
deletions to CPT. For conpl ete explanations and instructions on the use
of CPT, you nust refer to the introduction section of that book. CPT
2010 CODES, DESCRIPTIONS AND TWO-DIG T MODI FI ERS ONLY ARE COPYRI GHT 2010
AMERI CAN MEDI CAL ASSOCI ATI ON

For information on AMA products call (800) 621-8335

Revision 2009



2. LEVEL Il HCPCS

The Physicians’ Services Programal so utilizes national alpha-
nuneri c HCPCS for procedures or services which do not appear in CPT.
These include the J-codes for billing injectable drugs, A-codes for
radi opharmaceuticals, Q codes for contrast materials and G codes for
di gi tal manmogr aphy.

NOTE: The Program considers all of the services necessary to
acconplish a given procedure to be included in the description of that
procedure as defined by CPT. Ancillary services necessary to acconplish
t he procedure are considered included, although independent CPT codes
may exi st for these ancillary services. Billing of these codes
separately, called “unbundling,” is prohibited.

CONSULTATI ON AND REFERRAL
A CONSULTATION IS DI STI NGU SHED FROM A REFERRAL.

REFERRAL neans a transfer of the patient fromone physician to
anot her for diagnosis and treatment of the condition for which the
referral was nade. The physician to whomthe referral is nade, whether
he/she is a generalist or a specialist, will be considered as the
primary care physician and not as a consultant.

CONSULTATION requires a witten opinion or advice rendered by a
consul tant - speci al i st whose opinion or advice is requested by the
patient's attendi ng physician for the further evaluation or managenent
of the patient by the attending physician. If the consultant-speciali st
assunes responsibility for the continuing care of the patient, any
subsequent service rendered by hinfher is not a consultation but an
establ i shed patient office visit or subsequent hospital care, depending
on the setting. The consultation nust be provided in the specialty in
whi ch the consultant-specialist is registered with the Program

ATTENDI NG PHYSI Cl AN neans a physician, other than a house officer,
resident or intern, who is directly responsible for the patient's care.
Medi cai d rei nbursement for a consultation is not authorized when a
menber of the house staff either requests or provides the consultation
Providers may not bill the Programfor consultations requested or
rendered by house staff.

CONSULTANT- SPECI ALI ST neans a |icensed physician who neets one of
the following criteria

1. Has been declared board certified by a menber board of the
Ameri can Board of Medical Specialties and currently retains that status,

2. Can denonstrate satisfactory conpletion of a residency program
accredited by the Liaison Conmttee for Graduate Medical Education, or
t he appropriate Residency Review Conmittee of the American Medica
Associ ati on,

3. Has been declared board certified by a specialty board approved
by the Advisory Board of Osteopathic Specialists and the Board of
Trustees of the Anerican Osteopathic Specialists, or

4. Can denonstrate, if a residency programwas conpleted in a
foreign country, that qualifications and training are acceptable for
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admi ssion into the exam nation system of the appropriate American
Speci alty Board.

COVERED SERVI CES

Al'l services for which rei nbursenent is sought nust be provided in
accordance with the Medical Care Program s Physicians’ Services
regul ati ons, COVAR 10.09.02. Providers furnishing services to Medica
Assi stance recipients must do so in full conmpliance with Title VI of the
Cvil Rights Act of 1964, Maryland statutes and other |aws and
regul ati ons whi ch prohibit discrimnation

The Program covers the follow ng nmedically necessary services:

1. Physicians' services rendered in a physician's office, the
patient's home, a hospital, a skilled or intermedi ate care
nursing facility, a free-standing clinic, or el sewhere when the
services are:

a. Performed by a physician, physician group or one of the
fol |l owi ng:

1) Another licensed physician in the individual physician's
or physician group’s enpl oy,

2) Acertified registered physician's assistant, |icensed
regi stered nurse, certified psychologist, or a certified social worker,
provi ded that the individual providing the service is in the physician's
or physician group’s enploy and is under the individual physician's or
group rendering physician’s direct supervision, and perfornms the service
within the scope of the individual's license or certification for the
pur pose of assisting in the provision of physicians’ services, and

3) Acertified nurse-mdwife or a certified nurse
practitioner provided that the individual performng the service is in
t he individual physician’s or physician group’s enploy and performs the
services within the scope of the individual’'s license and certification;

b. Cdearly related to the patient's individual medical needs as
di agnostic, curative, palliative or rehabilitative services; and

c. Adequately described in the patient's medical record.
2. Consultations;
3. Diagnostic procedures to include:
a. Procedures related to the patient's medi cal needs, and
b. Laboratory services performed by a physician or personne
under the physician's direct supervision, when the physician is not
required to register his/her office as a nedical |aboratory pursuant to
Heal t h- General Article, Title 17, Subtitle 2, Annotated Code of
Mar yl and;

4. Drugs dispensed by the physician within the Iimtations of COVAR
10. 09. 03;

5. Injectable drugs adm ni stered by the physician within the
[imtations of COVAR 10.09.03;
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6. Medical equipnent and supplies dispensed by the physician within
the limtati ons of COVAR 10.09. 12;

7. Abortions upon certification of the physician performng the
procedure that the procedure is necessary based upon the physician's
prof essi onal judgment and that one of the foll owi ng conditions exists:

a. If continuation of pregnancy is likely to result in the death
of the woman,

b. If the womman is a victimof rape, sexual offense or incest
whi ch has been reported to a | aw enforcenment agency or a public health
or social agency,

c. If it can be ascertained by the physician within a reasonabl e
degree of medical certainty that the fetus is affected by genetic defect
or serious deformty or abnornmality,

d. If it can be ascertained by the physician within a reasonabl e
degree of medical certainty that term nation of the pregnancy is
nedi cal | y necessary because there is a substantial risk that
continuation of the pregnancy could have a serious and adverse effect on
the wonman's present or future physical health, or

e. That there exists nedical evidence that continuation of the
pregnancy is creating a serious affect on the wonan's present nenta
health and if carried to termthere is substantial risk of a serious or
long lasting affect on the woman's future nmental health; and

8. Sterilizations when perforned according to criteria contained in
42 Code of Federal Regul ations 8§8441.250 - 441.258 and when the
appropriate forns, as established by guideline, are properly conpl eted
and attached to the claim

FOLLOM UP CR AFTERCARE DAYS

Li sted surgical procedures include the operation per se and nor nal
unconplicated followup care. Fees for surgical procedures include
followup care for the nunmber of days listed in the Medicare Fee
Schedul e. The Program does not pay the surgeon for hospital and office
visits during the surgical aftercare period. Conplications or the
presence of other diseases or injuries requiring additional services
shoul d be reported with the appropriate procedures. Wien the foll ow up
period is |listed as zero, the listed value is for the procedure only.
Al'l post-operative care in those cases is to be invoiced on a service-
by-servi ce basis.

H PAA AND NPI

The Adm nistrative Sinmplification provisions of the Health Insurance
Portability and Accountability Act (H PAA) of 1996 require that standard
el ectronic health transacti ons be used by health plans, including
private, commercial, Medicaid and Medi care, health care cl earinghouses
and health care providers. A major intent of the lawis to all ow
providers to neet the data needs of every insurer electronically with
one billing format using health care industry standard sets of data and
codes. HCPCS is the specified code set for procedures and services. Mre
i nformation on H PPA can be obtained fromthe CM5 web site at
www. cns. hhs. gov/ nedi cai d/ hi paa/ adm nsi nmf hi paapl s. ht m
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The National Provider identifier (NPI) conpliance date was July 30,
2007. The inplenentation of the NPl wll inpact all business functions
of your practice, office or institution, including billing, reporting
and paynent. The NPl is a 10-digit, nuneric identifier that does not
expire or change. It is admnistered by CVS and is required by H PAA
The NPl will replace all of your existing provider nunbers that you use
to bill Medicaid, Medicare and other health care payers.

Providers can apply for National Provider ldentifiers by using the
web-based NPl application process. Log on to the National Plan and
Provi der Enuneration System (NPPES) and apply on line at,
www. nppes. cns. hhs. gov/ NPPESWel cone, or obtain a copy of the paper NP
Application/ Update Form (CM5-10114) and mail the conpl eted, signed
application to the NPl Enunerator |ocated in Fargo, ND. The formis
avai | abl e only upon request through the NPl Enumerator
1- 800- 465- 3203, custonerservi ce@pi enunerator.comor NPl Enunerat or
P. O. Box 6059, Fargo, ND 58108-6059

| F YOU HAVE NOT APPLI ED FOR YOUR NATI ONAL PROVI DER | DENTI FI ER PLEASE
DO IT KNOWAND REPCRT I T TO US. YOU SHOULD BE USI NG THE NPl AS THE
PRI MARY | DENTI FI ER AND YOUR MEDI CAI D PROVI DER LEGACY | D AS THE SECONDARY
| DENTI FI ER ON ALL PAPER AND ELECTRONI C CLAI MS.

MAXI MUM REI MBURSEMENT

The fees listed in this manual represent the maxi mum rei nbursement
al l owed for procedures or services described in CPT. Providers must bil
the Programtheir usual and customary charge to the general public for
simlar services, except for, injectable drugs, the provision of
di agnostic or therapeutic pharmaceuticals, and supplies, in which case,
providers nust bill their acquisition cost.

Paynments to providers will be the | ower of:

1. Physician’s customary charge or acquisition cost, or
2. Program s fee schedul e

Provi ders nust consider the fee paid by the Medical Assistance
Program as paynent in full and are prohibited by |aw fromrequesting or
recei ving additional paynment fromthe recipient or recipient’s famly
nmenbers. |f the Program deni es paynent or requests repaynment on the
basis that an otherw se covered service was not nedically necessary, the
provi der may not seek paynment for that service fromthe recipient or
recipient’s famly nenbers. Acceptance of paynent from any person in
addition to paynents nade by the Program constitutes an over paynment
which is in violation of federal and state regul ations.

MEDI CAL RECORD DOCUMENTATI ON

The foll owi ng general principles of docunenting a patient’s nedica
record nust be followed in order to assure paynment of a clai mwhich
requires medi cal record docunentation to be submtted (By Report) for
paynment deternination by a nedical reviewer, and to assure that paynents
previously nmade are not recovered as a result of a post-paynent review
or audit:

1. The nedical record should be complete and | egible;

2. The docunentation of each patient encounter should include: the
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date; the reason for the encounter; appropriate history and
physi cal exam review of lab, X-ray data, and other ancillary
services, where appropriate; assessnent; and, a plan for care
(i ncluding discharge plan, if appropriate);

3. Past and present diagnoses should be accessible to the treating
and/ or consul ting physician;

4. The reason for and results of X-ray, lab tests, and other
ancillary services should be docunented or included in the
nmedi cal record

5. Relevant health risk factors should be identified;

6. The patient’s progress, including response to treatnent, change
i n diagnosis, and patient non-conpliance, should be docunented;

7. The written plan for care should include when appropriate:
treatments and nedi cations specifying frequency and dosage; any
referrals and consultations; patient/fam |y education; and,
specific instructions for follow up

8. The docunentation should support the intensity of the patient
eval uation and/or treatnment, including thought processes and the
conpl exity of deci si on-naki ng;

9. Al entries to the nedical record should be dated and
aut henti cated by physician and/ or non-physician health care
prof essi onal signature; and,

10. The CPT/ HCPCS procedure codes and | CD-9-CM codes reported on the
claimare supported by the information in the nedical record
about the patient’s condition.

MEDI CARE/ MEDI CAI D RECI PI ENTS

Many Medicaid recipients are also eligible for Medicare benefits.
The Medi cal Assistance Programis always the payer of |ast resort.
Whenever a Medical Assistance recipient is known to be enrolled in
Medi care, Medicare nust be billed first. Providers nmust accept
assi gnment of Medicare Part B for any services provided to Medicaid
beneficiaries for whom coi nsurance and deducti bl e may be payable. In
nost instances, the Medicare nunber will be inprinted on the Medicaid
identification card. CLAIM5 FOR THE MEDI CARE/ MEDI CAl D RECI PI ENT MUST BE
SUBM TTED ON THE CMS- 1500 DI RECTLY TO THE MEDI CARE | NTERMEDI ARY.

When billing Medicare on the CM5-1500 form place the recipient's
11-digit identification nunber in Block 9a and check "Accept Assignment”
in Block 27. This will assure that Medicare will automatically forward
the appropriate information to Medi cal Assistance which is responsible
to pay for the deductible or co-insurance. Also nake certain to check
both Medicare and Medicaid in Block 1 on the top of the CMs- 1500.
Failure to do so will delay any payments due.

MODI FI ERS

A nmodi fier provides the neans by which the reporting physician can
i ndicate that a service or procedure that has been perforned has been
altered by sonme specific circunstance but not changed in its definition
or code. When applicable, the nodifying circunstance would be identified
by the appropriate nodifier(s), which is a 2-character code appended to
t he procedure code in Block 24D of the CVM5-1500. Up to 2 nodifiers can
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be reported on one service line. If nore than two nust be reported, use
the npbst pertinent nodifier in the first position, the second npst

i nportant nodifier in the 2" position, and identify the additiona

nodi fier(s) by line number in Block 19 of the claimform Please note
that up to four nodifiers can be used in the H PAA conpliant el ectronic
format.

Two |l evels of nodifiers are used in this manual. Level | nodifiers
are those included in CPT and Level Il nodifiers are national HCPCS
updated by CM5. The nodifiers listed bel ow must be reported when
applicable and affect the processing and/or reinbursenment of clains
billed to the Program Oher nodifiers in Levels | and Il may be used to
provi de additional information about the service but will not be
considered in the processing of the claim GCenerally, only those
nodi fiers which affect paynent should be reported. The paynent rate for
each nmodifier is a percentage of the listed fee. Paynent rates for
multiple nodifiers are nultiplied together to determ ne the
rei mbur sement anount .

The use of nodifiers is described in nore detail in the Services
I nformati on Section of this manual under Anesthesia, Evaluation and
Management, Radi ol ogy and Surgery headi ngs.

MODI FI ER DESCRI PTI ON % of FEE
Anest hesi a

Anest hesi a procedure codes 00100 — 01999 billed w thout an
appropriate nodifier will be rejected. Mdifiers —AD ( Medi ca
supervi sion by physician: nore than 4 procedures) and —47 (Anesthesia by
surgeon) are not used/payable by the Program Modifiers -&8, -@&@ and -QS
are informational and do not affect paymnent.

-AA  Anesthesia perforned personally by anesthesi ol ogi st 100
-QK  Medical direction of 2-4 concurrent anesthesia procedures 50
-QX CRNA service with nmedical direction by a physician 50
-QY Medical direction of 1 CRNA by an anest hesi ol ogi st 50
-QZ CRNA service without nedical direction by a physician 100
-23 Unusual anest hesi a REPORT

Component Billing

Certain procedures (e.g., radiology, electrocardiograns, specific
di agnosti c procedures) are a conbination of a professional component and
a technical conmponent and must be reported in order to receive the
correct reinmbursenent. When the physician conmponent is billed
separately, the service nust be identified by adding the nodifier -26 to
t he usual procedure code. Modifier —TC (Techni cal Conponent)generally is
not used/payabl e by the Physicians’ Services Programbut is used by
certain diagnostic radi ol ogy providers.

Medi ci ne
-26 Pr of essi onal conponent Sane as Medicare
Radi ol ogi cal Services

-26 Pr of essi onal conponent Sane as Medicare
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Surgi cal Services

Modi fiers -56 (Preoperative managenent only) and —-66 (Surgical team
are not used/payabl e.

-50 Bil ateral procedure 150
-51 Mul tipl e procedure 50
-52 Reduced services REPORT
-53 Di sconti nued procedure REPORT
-54 Surgical care only 80
-55 Post oper ati ve managenment only 20

Sur gi cal Assi stance
Modi fier —81 (M ni num assi stant surgeon) is not used/payable.

-80 Assi stant surgeon 20
-82 Assi stant surgeon (when qualified resident not available) 20

Trauma Servi ces

Trauma services rendered by traunma physicians to trauna patients on
the State Traunma Registry in trauma centers are reinbursed at 100% of
the Medicare rate.

-uUl Trauma servi ces Medi care conversion factor
NDC REORTI NG REQUI REMENTS

Federal regulations require States to collect National Drug Code (NDC)
nunbers from providers for the purpose of billing manufacturers for drug
rebates. In order for physician-adni nistered drugs to be reinbursed by
Medi cai d, the manufacturer rnust participate in the Federal Drug Rebate
Program and a valid 11-digit NDC nunber and the quantity adm nistered
nmust be reported on the CMsS-1500. This al so includes physician-
admi ni stered drugs for imunizations and radi opharmaceuti cal s.

Reporting of the NDC/quantity is required when billing for drugs using
A-J-Q codes and certain CPT codes. It is also required when billing with
unli sted J-codes (J3490 and J9999). The NDC reporting requirements for
physi ci an- adm ni stered drugs al so extend to clainms when Medicaid is not
the primary payer but secondary or tertiary payer.

The NDC number reported nust be the actual NDC number on the package
or contai ner fromwhich the nedication was administered. It may be
necessary to pad NDC nunbers with | eft-adjusted zeroes in order to
report eleven digits. For exanmple, the NDC fromthe | abel may appear as
12345-678-90. Using the 5-4-2 format, it should be reported as 12345-
0678-90. Or the NDC fromthe | abel may appear as 12345-0678-9. It should
be reported as 12345-0678- 09.

Billing Instructions for CMVM5-1500: Box 24

1. The top area of the six service lines is shaded and is the |ocation
for reporting supplenmental information, such as NDCs for drugs. The
shaded areas of lines 1 through 6 allow for the entry of 61
characters fromthe begi nning of 24A to the end of 24G

2. When entering supplenmental information for NDC, add in the

following order: NDC qualifier, NDC code, one space, unit/basis of
nmeasurenent qualifier, quantity. The nunber of digits for the
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quantity is limted to eight digits before the decinmal and three
digits after the decinmal. If entering a whole nunber do not use a
deci mal . Do not use commas.

Exanpl es: 1234. 56
2
99999999. 999

3. The National Drug Code qualifier N4 is used when reporting
suppl enental NDC i nfornati on. Begin at 24A by entering the
qualifier N4 and then the 11-digit NDC nunber. Do not enter a
space between the qualifier and the NDC nunmber. Do not enter
hyphens or spaces within the NDC number.

4. Skip a space and enter the applicable unit/basis of measurenent
qualifier followed inmediately by the nunmeric quantity adm nistered to
the patient. The followi ng qualifiers are used when reporting NDC

uni t/ basi s of measurement:

F2 International Unit

&R Gam
M. MIliliter
UN Unit

5. More than one NDC can be reported in the shaded |ines of Box 24.
Enter the first NDC qualifier, NDC nunber, unit qualifier and
quantity at 24A. Skip one space after the first itemand enter
the next NDC qualifier, NDC nunber, unit qualifier and quantity.
This may be necessary when nultiple vials of the same drug are
adm ni stered with different dosages and NDCs.

Exanmpl e: NDC/ Quantity Reporting for 1 Unit of J1055
24A
N400009737604 UNL

NOTE: Cains for drugs will be denied when the:

NDC is missing or invalid

NDC i s not rebateable

NDC Unit of Measure is missing/invalid
NDC Quantity is mssing

NOTE: For reporting the NDC on 837P el ectronic clainms, providers nust
use the 2410 Loop (Drug ldentification):

LI NO3 = NDC code
CTP04 = Quantity
CTPO5 = Unit of Measure (UOV)

NON- COVERED SERVI CES

Servi ces which the Program does not cover are:

1. Physicians' services not nedically justified,

2. Non-energency dialysis services related to chronic ki dney
di sorders unless they are provided in a Medicare-certified facility,

3. Physicians' inpatient hospital services rendered during any
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period that is in excess of the Iength of stay authorized by the
Utilization Control Agent (UCA),

4. Physicians' services denied by Medicare as not nedically
necessary,

5. Services which are investigational or experinental,
6. Autopsies,

7. Physicians' services included as part of the cost of an
inpatient facility, hospital outpatient department or free-standing
clinic,

8. Specinen collections, except by venipuncture and capillary or
arterial puncture,

9. Audionetric tests for the sole purpose of prescribing hearing
ai ds,

10. Immunizations required for travel outside the United States,

11. Injections and visits solely for the adnministration of
i njections, unless nmedical necessity and the patient's inability to take
appropriate oral nedications are docunmented in the patient's nedica
record,

12. Visits solely to acconplish one or nore of the foll ow ng:

a. Prescription, drug or food suppl ement pick-up, collection of
speci mens for |aboratory procedures,

b. Recording of an el ectrocardi ogram

c. Ascertaining the patient's weight,

d. Interpretation of |aboratory tests or panels,

13. Medical Assistance prescriptions and injections for centra
nervous system stinul ants and anoretic agents when used for weight
contr ol

14. Drugs, vaccines and supplies dispensed by the physician which
are acquired by the physician at no cost,

15. Preoperative evaluations for anesthesia are included in the fee
for adm nistration of anesthesia and the provider may not bill them as
consul tations or hospital visits,

16. Referrals fromone physician to another for treatnent of
specific patient problems may not be billed as consultations,

17. The operating surgeon may not bill for the admi nistration of
anesthesia or for an assistant surgeon who is not in the operating
surgeon’ s enpl oy,

18. Laboratory or x-ray services performed by another facility,

19. Services rendered to an inpatient before one preoperative
i npatient day, unless preauthorized by the Program

20. Acupuncture,
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21. Radial keratotony,

22. Disposabl e nedical supplies usually included with the office
visit,

23. Services prohibited by the State Board of Physicians,
24. Services which are provided outside of the United States,

25. Services which do not involve direct (face-to-face) patient
cont act,
26. The provider may not bill the Programor the recipient for

a. Conpletion of forns and reports,
b. Broken or nissed appoi ntnents,
c. Professional services rendered by mail or tel ephone,

d. Services which are provided at no charge to the genera
public,

e. Providing a copy of a recipient’s nedical record when
requested by another |icensed provider on behalf of the recipient,

27. Sterilization reversals and gender changes (sex reassignnent),

28. The provider may not bill the Program for services rendered by
an enpl oyed non-physici an extender, such as, a physical therapist, an
occupational therapist, a speech | anguage pathol ogi st, an audi ol ogi st or
a nutritionist, under a supervising physician's provider nunber, and

29. Drugs witten on prescription pads which do not prevent copying,
nodi fication or counterfeiting.

30. Physiian-adm ni stered drugs obtai ned from manufacturers which do
not participate in the federal Drug Rebate Program

PAYMENT I N FULL

Rei mbur sement for services will be paid up to the nmaxi mum f ees
all owed by the Program All paynments nade by the Programto providers
shal | be considered as paynment in full for services rendered and no
addi ti onal charge shall be made by the provider to any person for
covered services. Acceptance of paynment fromthe patient or patient's
famly in addition to paynents nade by the Program constitutes an
over paynent which is in violation of Federal and State regul ati ons.

PHYSI CI ANS' SERVI CES REI MBURSEMENT

The fee schedul e for physicians' services lists the current CPT
codes and the maxi mum fee paid for each procedure. A provider using CPT
term nol ogy and coding selects the procedure or service that nost
accurately identifies the service performed. Any service or procedure
shoul d be adequately docunmented in the nmedical record. Providers mnust
mai ntain such records as are necessary to docunent fully the services
provi ded. The records nust be retained for six years. Lack of acceptable
docunent ati on may cause the Programto deny paynment or, if paynent has
al ready been nmde, to request repaynent, or to inpose sanctions, which
may i nclude withhol ding of payment or suspension or renoval fromthe

Revision 2009



13

Program Paynment for services is based upon the procedure code(s)

sel ected by the provider. Although sone providers del egate the task of
assigni ng codes, the accuracy of the claimis solely the provider's
responsibility and is subject to audit.

PREAUTHORI ZATI ON

1. Sone physician services within the fee schedule require
preaut horization. Preauthorization is required for the follow ng
procedures or services:

a. Cosnetic Surgery - to correct a congenital or acquired
anomal y when there is docunentation that the anomaly represents a
significant deviation fromthe normal state and affects the patient's
health to a degree that it inpairs his or her ability to function in
soci ety,

b. Lipectonmy and pannicul ectonmy - when there is an abnorna
amount of redundant skin and subcutaneous tissue which is causing
significant health problens in the patient,

c. Transplantations of vital organs - when nore conservative
forms of treatnent have failed

d. Services rendered to an inpatient before one preoperative
day,

e. Surgical procedures for the treatnent of norbid obesity, and
f. Elective services froma non-contiguous state.

2. Services which have been detern ned by Medicare to be
i neffective, unsafe, or wthout proven clinical value are generally
presuned to be not nedically necessary, but will be preauthorized if the
provi der can satisfactorily docunent nedi cal necessity in a particular
case. These services are found in the Medicare Carriers Manual, Part 3,
Clains Process, Chapter II, Coverage |ssues Appendi x.

3. The Programwi || preauthorize services when the provider subnmits
adequat e docunentati on denonstrating that the service is nedically
necessary. "Medically necessary" neans that the service is directly
related to diagnostic, preventive, curative, palliative, rehabilitative
or aneliorative treatnent of an illness, injury, disability or health
condition; consistent with current accepted standards of good nedi cal
practice; the nost cost efficient service that can be provi ded w t hout
sacrificing effectiveness or access to care; and not prinarily for the
conveni ence of the consuner, their famly or the provider

Preaut horization for all services which require it must be requested
in witing. A Preauthorization Request Form for Physician Services (DHWVH
4523) nust be conpleted and subnitted to:

Heal t hChoi ce and Acute Care Adm nistration

Di vi sion of Hospital and Professional Services
201 W Preston Street, 2" Fl oor

Balti nore, Maryland 21201

Speci fic docunentation nust be attached to the preauthorization
request form which includes but is not limted to the foll ow ng:
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a. Conplete narrative justification of the procedure(s),

b. Brief history and physical exam nation

c. Result of pertinent ancillary studies if applicable, and
d. Pertinent medical evaluations and consultations if

| e.

applicab

For all witten requests for preauthorization, the physician
will receive witten notification of the Programis decision. If the
request is approved, a preauthorization nunber will be given. This
nunmber nust be entered in Block 23 of the CMS-1500 cl ai mform when
billing for the service. Authorizations are valid for only 60 days from

the date of the letter of approval. Program approval of preauthorization
requests only relates to the nedi cal necessity of providing the service

described in the witten request. The approval is not a verification of

the patient's eligibility for Medi cal Assistance.

4. Preauthorization nmust be obtained prior to maki ng any
arrangenents for sending a patient out-of-state to a non-conti guous
state for elective services. Contiguous states are those which surround
the State of Maryland. They are: Del aware, Pennsylvania, Virginia and
West Virginia and Washington, D.C. Referrals to these four states and
Washi ngton, D.C. do not require an out-of-state preauthorization. They
may, however, require preauthorization for other reasons, such as, for
organ transplantation

5. Preauthorization normally required by the Programis waived when
the service is covered and approved by Medicare. However, if the entire
or any part of a claimis rejected by Medicare, and the claimis
referred to the Program for paynent, paynent will be nade for services
covered by the Programonly if authorization for those services has been
obt ai ned before billing.

Pl ease refer to Programregul ati ons COVAR 10. 09.02 and current
gui delines and/or transmttals for additional information on services
requiring preauthorization

TAVPER PROOF PRESCRI PTI ON PADS

Prescriptions nust be witten on pads which prevent copying,
nodi fication or counterfeiting. Prescriptions witten on pads not
neeting these standards will not be filled.

THI RD- PARTY RECOVERI ES

In general, the Medical Assistance Programis always the payer of
last resort. If a recipient is covered by insurance or other third-party
benefits, the provider nust seek paynent fromthat source first. The
only exception to the MA as payer of last resort rule is for the
provi sion of well child/Healthy Kids services and prenatal care. Bil
Medi cal Assistance first for these services, even if the recipient has
other insurance. If paynment of a claimis nmade by both the Program and a
third party, the provider must refund to the Program either the anpount
paid by the Programor the third party.

UNLI STED PROCEDURES OR SERVI CES
A service or procedure may be provided that is not listed in the
current edition of CPT. These services may be new, unusual, variable, or

rarely provi ded. When reporting such a service, the appropriate unlisted
procedure code ending in “99" should be used. When an unlisted procedure
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code is used, the service or procedure nmust be described by a specia
report attached to the invoice. There are no listed fees for unlisted
procedure codes in the physicians’ fee schedule (By Report).

I nvoi ces with unlisted services MIST be acconpani ed by | egible
surgi cal notes or other nedical record docunentation to enable a nedica

reviewer to arrive at a value for the procedure.

Pertinent information should include an adequate definition or
description of the nature, extent and need for the procedure, and the
time, effort and equi pnent necessary to provide the service. Additiona
itenms may include the conplexity of synptons, final diagnosis, pertinent
physi cal findings, diagnostic and therapeutic procedures, concurrent
probl ens and foll ow up care

SERVI CES | NFORVATI ON_SECTI ON

ABORTI ONS
Abortions are covered by the Programfor only five nedical reasons:

1) Life of the nother,

2) Mother’'s current or future health,

3) Mother’s current or future nental health,
4) Fetus is probably defornmed, and

5) Mother was a victimof rape or incest.

A document submitted by an official of a |law enforcenent agency or
public health service where the rape or incest of the nother was
reported must include the foll ow ng information:

a. name and address of victim

b. nane and address of person making report (if different from
the victin),

c. date of the rape or incest incident,

d. date of the report,

e. statenent that the report was signed by the person naking it,
and

f. name and signature of the person at the | aw enforcenment agency
or public health service who took the rape or incest report.

The "Certification of Abortion" DHVH 521 form nmust acconpany any
i nvoice submitted to the Medical Assistance Program by a practitioner
hospital, clinic or agency when such invoice is for services related to
a term nation of pregnancy (except spontaneous abortion or treatnent of
ect opi ¢ pregnancy) or for nedical procedures necessary to voluntarily
term nate a pregnancy for victins of rape or incest. These include
surgi cal CPT procedures 59840-59841, 59850-59852, 59855-59857 and 59866
and anesthesia code 01966.

NOTE: The nedical term nation of early intrauterine pregnancy
t hrough the administration of nmifepristone (Mfeprex) also known as RU
486 should be billed using the unlisted CPT Medi ci ne code 99199.
“Medi cal Abortion” nust be witten on the CVS-1500 bel ow the procedure
code in Block 24D. Di agnosis code 635 or 638 nmust be entered on Line 1
of Block 21. The date of service on the Form 521 and the CMS-1500 is the
date that the patient signs the required Patient Agreenent and takes
orally the 600 ng of mifepristone. The fee for this service is based
upon three office or clinic visits over a two-week period for
adm ni stration of the drug and appropriate foll ow up, and the actua
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cost of the oral drugs. The fee is $401. The fee for the professiona
conponent of this service when rendered in a hospital outpatient setting
is $300. Physicians nmay not bill for office visits in addition to
procedure code 99199,

It is necessary that the nedical record reflect the nedica
necessity for the therapeutic abortion as determ ned by the certifying
physi cian. The specific condition for which the aborti on was perfornmed
nmust be docunented in the record. Such docunmentation nust explicitly
state, at the tine of service, the physician's findings which indicate
t he basis on which the nedical necessity for the abortion was
det erm ned. Conpletion of the certification formalone is not sufficient
to serve as docunmentation, nor is it sufficient to render a clinica
opi nion and/ or diagnosis wi thout supporting evidence in the nedica
record. Lack of acceptabl e docunentation in the nedical record wll
cause the Programto deny paynent, or in those cases where paynent has
been nade, the Programwi |l require repaynent fromthe provider.

ALLERGY | MMUNOTHERAPY

1. Procedure code 95117

The Program wi || reinburse for a maxi mumof two units of service for
this procedure regardl ess of the nunber of injections given at one
visit.

2. Procedure codes 95120 through 95134

These codes refer to the injection of the allergen in the
prescribing physician's office and include the office visit. Do not bil
for an office visit in addition to these codes. The Program w ||
rei nburse for only one unit of service for these procedures regardless
of the nunber of injections given at one visit.

When allergy injections are admnistered in an office other than the
prescribing physician's office, use the appropriate office visit code
only if there is a separate identifiable nedical service, otherw se, use
code 95117. The length of observation tinme spent by the patient in the
office or facility does not increase the |evel of service.

Do not bill for procedure codes 95120 - 95134 in addition to an
office visit code.

3. Procedure code 95144

This code refers to the preparation and provision of antigens for
the patient and includes an office visit. The Programw || reinburse for
only one unit of service for this procedure regardl ess of the nunber of
injections given at the visit.

ANESTHESI A

Procedur e Codes

Procedure codes 00100 — 01999 shoul d be used to report the
adm ni stration of anesthesia. These codes describe anesthesia for
procedures categorized by areas or systens of the body; and others
descri be anesthesia for radi ol ogical and m scel | aneous procedures. Only
one prinary anesthesia service should be reported for a surgica
session. Use the anesthesia code related to the najor surgery. Every
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anest hesi a service must have an appropri ate anesthesia nodifier reported
on the service line, except for procedures 01995 and 01996.

Modi fiers

One of the follow ng anesthesia procedure code nodifiers nust be
reported to identify who rendered the anesthesia service and under what
ci rcunst ances:

- AA Anest hesi a services perforned personally by anest hesi ol ogi st

-QK Medically directed by a physician: two, three or four concurrent
procedur es
-QX CRNA with nedical direction by a physician

-QY Medical direction of one certified registered nurse anestheti st
(CRNA) by an anest hesi ol ogi st

-QZ CRNA wi thout nedical direction by a physician

If an appropriate nmodifier is not reported, the service will be
deni ed. There is no separate payment nmade for any anesthesia services
perfornmed by the physician who is performng the nedical or surgica
service requiring anesthesia. Mdifier —47 is not used by the Program

There is no separate paynent nmade for any services ordinarily
provi ded as part of the anesthesia service. This includes the pre-
anest hetic exam nation of the patient, pre- or post-operative visits,
i ntubation and nornal monitoring functions. These procedures shoul d not
be reported separately when provided in conjunction with the provision
of anesthesia. Unusual forns of nmonitoring are not included in the
paynment for anesthesia services. Unusual forns of nmonitoring (intra-
arterial, central venous and Swan-Ganz) may be reported separately in
addition to providing the basic anesthesia adm nistration

No additional payment will be made for patient risk factors such as
pati ent age and health status (CPT Physical Status Mdifiers or
Qual i fying Circunstance procedure codes), or for nobnitored anesthesia
care (MAC). There is no separate paynent for the nedical supervision of
a CRNA(s) by a physician. Mddifier -AD is not used by the Program Use
of the nodifier -QS will not affect paynent.

Cccasionally, a procedure which usually requires either no
anesthesia or |ocal anesthesia, because of unusual circunstances must be
done under general anesthesia, e.g., CAT scans and MRl procedures. This
circunstance may be reported by adding the nodifier —23 to the procedure
code of the basic service. Wenever this nodifier is used, an anesthesia
report, which docunents the total anesthesia tine in mnutes and the
qualified individual who performed the anesthesia and under what
circunst ances, nust be subnmitted with the claim

Ti ne

Anesthesia tine neans the time in mnutes during which the
anest hesia provider is furnishing continuous anesthesia care to the
patient and is physically present. It starts when the anesthesia
provi der begins to prepare the patient for induction of anesthesia and
ends when the patient is placed under post-operative supervision and the
anest hesia provider is no |longer in personal attendance. In counting
anesthesia tinme when an interruption in the anesthesia service occurs,
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only the actual anesthesia tinme is counted. The anesthesia start and
stop tinmes nust be docunented in the nedical record.

Report the total anesthesia time in mnutes in Block 24G Convert
hours to mnutes and enter the total anesthesia mnutes provided for the
procedure. Do not include base units and do not divide the tota
anesthesia tinme into 15-mnute tinme units. To bill for anesthesia
adm nistered for nultiple surgeries, use the anesthesia code with the
hi ghest anesthesia base unit value and report the actual time in mnutes
t hat extends over all procedures.

NOTE: Time units are not recogni zed for anesthesia procedure code
01996 (daily managenment of epidural or subarachnoid continuous drug
admnistration). Only one unit of service is allowed. No anesthesia
nodifier is required to be reported.

Base Units

Base units have been assigned to each anesthesia procedure code and
reflect the difficulty of the anesthesia service, including the usua
pre-operative and post-operative care and eval uation. Do not include
base units when reporting anesthesia tine. Base units will be added
during clainms processing.

Requi red For s

If a surgical procedure requires prior authorization, the Program
assunes that the operating physician has obtained the appropriate
aut hori zation to performthe service. The anesthesia provider wll not
be hel d responsi ble for providing proof that the procedure was
aut hori zed. By federal statute, however, all clains for services,
i ncludi ng anesthesia clainms related to hysterectom es or sterilization
procedures, mnust include proof that infornmed consent was obtai ned and
neets the Program s consent requirenents before payment can be nade for
the service. Anesthesia clains for induced abortion procedures nust
i ncl ude proof that the service was perforned for one of the five nedica
reasons allowed for an abortion.

Medi cal Direction

The Program wi || nake separate payment to physicians and CRNAs for
nedi cally directed anesthesia services. Al of the follow ng conditions
nust be met for nmedically directed anesthesia services to be rei nbursed
to the physician. For each patient, the physician nust:

1. Performa pre-anesthetic exam nation and eval uation

2. Prescribe the anesthesia plan;

3. Personally participate in the nbst demandi ng procedures in the
anesthesia plan including, if applicable, induction and energence;

4. Ensure that procedures in the anesthesia plan that are not
perfornmed by the physician are performed by a qualified
i ndi vi dual

5. Monitor the course of anesthesia adm nistration at frequent
i nterval s;

6. Remmin physically present and avail able for i medi ate di agnosi s
and treatnent of energencies; and

7. Provide indicated post-anesthesia care.

The nedical direction service furnished by a physician is not covered
if the physician directs other than a qualified individual. A qualified
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i ndividual is a physician or CRNA. The physician nust document in the
patient’s nedical record that the physician performed the pre-anesthetic
exam and eval uation, provided post-anesthesia care, was present during
some portion of the anesthesia nonitoring and present during the nost
demandi ng procedures, including induction and emergence, where

i ndi cated. Total anesthesia care time nust also be clearly indicated in
t he nmedi cal record.

A physician who is directing the concurrent administration of
anesthesia to four or fewer surgical patients should not be involved in
furni shing additional services to other patients. If the physician is
addressing an energency of short duration in the i mediate area, or
admi ni stering an epidural or caudal anesthetic to ease |abor pain, or
provi di ng periodic rather than continuous nmonitoring of an obstetrica
patient, it does not constitute a separate service for the purpose of
det erm ni ng whet her the medical direction criteria are nmet. A physician
may al so receive patients entering the operating suite for subsequent
surgeries, my check on or discharge patients fromthe recovery room
and may handl e scheduling matters while directing concurrent anesthesia
procedures w thout affecting coverage for medical direction

If the physician | eaves the inmedi ate area of the operating suite for
ot her than short durations, devotes extensive time to an emergency case,
or is not available to respond to the i mredi ate needs of the surgica
patients, the physician's services are considered supervisory and are
not covered as nedi cal direction

Rout i ne post-operative pain nanagenent is the responsibility of the
surgeon and is part of the global fee paid to the surgeon which includes
all care after surgery. Non-routine post-operative pain nanagenent,
however, may be provided by an anesthesi ol ogi st under certain
ci rcunmst ances. Pl acenent of a continuous epidural to manage post-
operative pain is separately covered under the appropriate CPT code for
a continuous epidural when a physician (or CRNA under a physician's
supervision) perforned the service for post-operative pain managenent
and the procedure was not used as the node of anesthesia for the
surgery. Daily management of a continuous epidural on subsequent post-
operative days is covered under the appropriate procedure code.

Rei mbur senent

Al'l clains reporting the adm nistration of anesthesia rmust include
the foll ow ng:

The appropriate anesthesia procedure code (00100 — 01999)
Anesthesia tine (in mnutes)

The appropriate anesthesia nodifier to identify who rendered the
service

The anest hesi a procedure code, nodifier, base units, total tine in
m nutes, and procedure fee are utilized for cal cul ati ng paynents for
anest hesi a services. The Program does not determine tine units on the
basis of one tinme unit for each 15 minutes of anesthesia tinme. Instead,
base units are converted to time units by nultiplying them by 15.
Payment for anesthesia services will be the sumof the total time in
m nutes and the base units converted to tinme units multiplied by the
listed fee per unit and by the nodifier rate (50% or 100% . Payment wil|l
be the | ower of the provider’s charge or the calcul ated fee anmount. If a
physi ci an personally provides the entire anesthesia service, payment
will be 100% of the cal culated amobunt. Medically directed anesthesia
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services will be reinbursed at 50% of the cal cul ated anpbunt for both the
CRNA and the physician. Non-nedically directed CRNA services are

rei mbursed at 100% of the cal cul ated fee. Physician supervision services
are not reinmbursed separately. Wen billing for anesthesia for nmultiple
surgi cal procedures, report the anesthesia procedure code with the

hi ghest base unit value and indicate the total tine for all procedures.

Rei mbur sement for anesthesia services is based on the foll ow ng
formul a:

Time Units (mnutes) + (Base Units x 15) x Fee x Modifier = Paynent
Exanpl e: 00500, tine = 300 minutes, ABUs = 15, Mdifier = QX
300 + (15 x 15) x 1.2027 x 0.50 = 315.71
The minimumrei mbursenent for anesthesia services with nodifiers AA
and QZ is $30 and the m ni mumrei nbursenment for anesthesia services with

nodifiers K, QX and QY is $15. If the cal culated paynent is | ess than
these limting anpbunts, the m ninum anount will be paid.

NOTE: The Program uses the anesthesia relative value units
establ i shed by Medicare in its reinbursenment methodol ogy. The Anesthesia
Uni form Rel ati ve Value Units Guide can be found on the Trail Bl azerHeal th
web site.

Add- On Codes

Current CPT includes add-on codes for anesthesia involving burn
exci sions or debridement and obstetrical anesthesia. The add-on codes
should be billed in addition to the primary anesthesia code. In the burn
area, use code 01953 in conjunction with code 01952. In the obstetrica
area, use codes 01968 and 01969 in conjunction with code 01967. The
anesthesia tinme should be reported separately for both the prinary and
t he add-on code based upon the anpbunt of tine appropriately associated
wi th each code. The appropriate anesthesia nodifier nust also be
reported with the add-on codes to identify who rendered the service.

NOTE: Wen surgery is aborted after general or regional anesthesia
i nducti on has taken place, report this situation using unlisted
procedure code 01999 and include a copy of the anesthesia report with an
i ndi cation that the surgery was cancell ed.

CRI TI CAL CARE SERVI CES

The Program covers critical care services consistent with CPT
definitions and guidelines. Critical care is the direct delivery by a
physi cian of nedical care for a critically ill or critically injured
patient. A critical illness or injury acutely inpairs one or nore vita
organ systems such that there is a high probability of immnent or life
threatening deterioration in the patient’s condition. The sane
definitions for critical care services apply for the adult, child and
neonate. Each day that critical care is billed, the nedical record nust
support the level of service provided.

In order to determine that critical care services rather than other
eval uati on and nanagenent services are nedically necessary, both the
followng criteria nust be net in addition to the CPT descriptions:

1. There is a high probability of sudden, clinically significant, or
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life-threatening deterioration in the patient’s condition that
requires the highest |evel of physician preparedness to intervene
urgently, and

2. Critical care services require direct personal managenent by the
physician. They are |ife-and organ-supporting interventions that
require frequent, personal assessnent and mani pul ati on by the
physician. Wthdrawal of, or failure to initiate, these
i nterventions on an urgent basis would likely result in sudden
clinically significant or life-threatening deterioration of the
patient’s condition

Critical Care

Procedure code 99291 is used to report the first 30-74 m nutes of
critical care provided to a critically ill or injured patient over 24
nonths of age on a given date. Critical care of |ess than 30 minutes
total duration on a given date should be reported with the appropriate
Eval uati on & Managenent code. Procedure code 99292 is used to report
addi ti onal block(s) of tine, of up to 30 m nutes each beyond the first
74 m nutes.

The actual time spent with the patient delivering critical care
servi ces nust be docunented in the nedical record. For any period of
time spent providing critical care services, the physician nust devote
full attention to the patient and cannot provide services to any other
pati ent during the same period of tine. Wien billing, report a quantity
of “1” for up to the first 74 mnutes of critical care. If 75 or nore
m nutes of care is provided, report a quantity of “1” for each
addi tional 30 minutes of care under the appropriate code.

NOTE: Do not bill ventilation managenent in addition to critica
care services by the same physician on the same day because critica
care includes ventilation managenment. For neonates who are receiving
ventil ati on managenent services, not critical care, the services should
be reported under the ventilation nanagenent codes.

The following services are included in reporting the critical care
codes 99291-99292 and shoul d not be billed separately: the
interpretation of cardi ac output nmeasurenents (93561, 93562), chest x-
rays (71010, 71015, 71020), pul se oxinetry (94760, 94761, 94762), bl ood
gases and infornmation data stored in conputers (eg, ECGs, bl ood
pressures, hematol ogi c data (99090)); gastric intubation (43752, 91105);
tenporary transcut aneous paci ng (92953); ventil atory nanagenment (94656,
94657, 94660, 94662); and vascul ar access procedures (36000, 36410,
36415, 36540, 36600).

Neonat al and Pedi atric

Critical care services provided to neonates (28 days of age or |ess)
are reported with the neonatal critical care codes 99468 and 99469. They
represent care starting with the date of adm ssion (99468) and
subsequent day(s) (99469) and may be reported only once per day. Once
the neonate is no longer considered to be critically ill, the Intensive
Low Birth Wi ght Services codes for those with present body wei ght of
| ess than 2500 grans (99478, 99479) or the codes for Subsequent Hospita
Care (99231-99233) for those with present body wei ght over 2500 grans
shoul d be used.

Critical care services provided to infants (29 days up through 24
nonths of age) are reported with pediatric critical care codes 99471 and
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99472. They represent care starting with the date of adm ssion (99471)
and subsequent day(s) (99472) and may be reported by a single physician
only once per day, per patient in a given setting. Once an infant is no
l onger considered to be critically ill but continues to require

i ntensive care, the Intensive Low Birth Wi ght Services codes (99478
99479) should be used to report services for infants with present body
wei ght of |ess than 2500 granms. Wen the present body wei ght of those

i nfants exceeds 2500 grans, the Subsequent Hospital Care (99231-99233)
codes shoul d be used.

NOTE: For neonatal and pediatric critical care codes age
determ nation in days is calculated by subtracting the date of birth
fromthe date of service

The neonatal and pediatric critical care codes include those
procedures |listed above for the hourly critical care codes (99291
99292). They al so include the follow ng services and should not be
billed separately: unbilical venous (36510) and unbilical arteria
(36660) catheters, central (36488, 36490) or peripheral vesse
cat herization (36000), other arterial catheters (36140, 36620), oral or
nasogastric tube placenment (43752), endotracheal intubation (31500),
| unbar puncture (62270), suprapubic bl adder aspiration (51000), bl adder
cat herization (53670), initiation and nanagenent of mechanica
ventilation (94656, 04657) or continuous positive airway pressure (CPAP)
(94660), surfactant administration, intravascular fluid adm nistration
(90780, 90781), transfusion of bl ood conponents (36430, 36440), vascul ar
punctures (36420, 36600), invasive or non-invasive electronic nonitoring
of vital signs, bedside pul monary function testing (94375), and/or
nonitoring or interpretation of blood gases or oxygen saturation (94760-
94762).

EVALUATI ON AND MANAGEMENT SERVI CES

CPT E&M service guidelines apply for determ ning what |evel of care
is appropriate. Generally CPT descriptions for E&M services indicate
“per day” and only one E&M service nay be reported per date of service.
A preventive exam and another E&M service are not payable on the sane
day. The provider should select the nost appropriate single E&M service
based on all services provided. If the service was an EPSDT screening,
the preventive nedici ne code nust be reported. An E&M service is also
not payable on the same day as a procedure with a gl obal surgery period.

NOTE: Modifier -21 (Prolonged E&M service) is informational and
does not affect payment.

To report energency services in the office, report the applicable
procedure or the E&RM of fice visit that represents the |evel of care
provi ded. Services such as tel ephone calls, m ssed appointnents and
interpretation of lab results cannot be billed as separate services.

FAM LY PLANNI NG SERVI CES

Abortions and hysterectonies are not considered fam |y planning
services. Common fam |y planni ng procedures include:

Procedure Code Descri ption of Service
J1055 Depo- Provera, 150 ng
J7300 | UD Kit
58300 | UD insertion
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58301 | UD renoval

J7302 M rena

J7303 Hor none cont ai ni ng vagi nal ring
J7304 Contraceptive hornone patch
A4261 Cervical cap

A4266 Di aphragm

11976 Renoval i npl antabl e capsul es
57170 Di aphragm fitting

J7307 | mpl anon

11981 Insertion, drug delivery inplant
11982 Renoval , drug delivery inplant
11983 Renove/insert drug delivery inplant
99070 O her contraceptive product
58565 Essure

NOTE: A copy of the invoice for the contraception product nust be
attached to the claimformwhen billing procedure codes 99070, A4261
A4266, J7303, J7304 and J7307.

The foll owi ng CPT Eval uati on and Managenent codes shoul d be used for
billing for fam |y planning services in conjunction with an I1CD-9
di agnosi s code of V25:

New Pati ents Est abl i shed Pati ents
99201 - 99205 99211 - 99215
99241 - 99245 99394 - 99396

99384 - 99386
GYNECOLOGY

The appropriate Preventive Medicine codes should be used for
annual gynecol ogic exans for asynptomatic patients. Use 99383 - 99387
for new patients or 99393 - 99397 for established patients. A Pap test
is considered part of the office visit and only billable by the
| aboratory which reads and interprets the slide.

The appropriate Eval uati on and Managenent codes should be used for
synptonmatic patients. Use 99201 - 99205 for a new patient or 99211 -
99215 for an established patient.

HEALTHY KI DS/ EPSDT
1. Preventive Medicine Services

The Maryl and Healthy Kids/Early and Periodic Screening, D agnosis
and Treatnent (EPSDT) Programis a conprehensive pediatric programto be
billed only by those physicians, nurse practitioners and free-standi ng
clinics who have been certified by the Program as Heal t hy Ki ds/ EPSDT
providers. This program uses Preventive Medicine (full screening) CPT
codes for billing well-child care.

a. 99381 — 99385 - New Patient/Full Screening

A full screening includes a health and devel opnental history,
uncl ot hed physi cal exam appropriate |aboratory tests, imunizations and
heal th educati on/anti ci patory gui dance.

NOTE: A newborn infant history and exam nation conpleted in a
hospital should be billed using CPT newborn care code 99431

Revision 2009



24

b. 99391 - 99395 - Established Patient/Full Screening

A full periodic screening is conpleted on an established patient
at subsequent intervals according to the age intervals displayed on the
Maryl and Heal t hy Kids Preventive Care Schedul e.

c. Preventive Medicine CPT codes are also used to report a ful
EPSDT screening provided in a hospital outpatient departnment setting
(when the physician's services are not included in the cost-based
hospital rate) and for patients who are in the care and custody of a
State agency pursuant to a court order or a voluntary placenent
agreenent (foster care).

2. Objective Tests

O her procedure codes for objective tests approved by the Mryl and
Heal t hy Ki ds Program which are used in conjunction with the screening
procedure codes are:

a. Devel oprmental Test - 96110, 96111
b. Hearing/Screening Test - 92551
c. Vision Screen — 99173

3. Oher Ancillary Services

| mruni zati ons, on-site |laboratory services and fam |y planning
services are additional procedures which can be used in conjunction with
a Healthy Kids exam For additional information call the Maryl and
Heal thy Kids Programat (410) 767-1683 or (877) 463-3464, x1683.

4. Vacci ne Adm ni stration/Vaccines for Children Program

Eligi ble providers should bill for adm nistering childhood vacci nes
received free fromthe federal Vaccines for Children Program (VFC) by
using the appropriate CPT code for the vaccine/toxoid or inmune globulin
in conjunction with the nodifier —-SE (State and/or Federally-funded
prograns/ services). The maxi mum rei nbursenment is $15.49 per
admi nistration. Providers will not be reinmbursed for vaccine
adm nistration unless the nodifier —SE i s appended to the appropriate
CPT vacci ne code.

VFC i mruni zation adm nistration codes are as foll ows:

VACCI NE CPT- MOD
Hepatitis B Inmune d obulin (HBIQ) 90371- SE
Hepatitis A, pediatric/adol escent, (2 dose) 90633- SE
Henophi | us i nfluenza b, HoOC conjugte (H b) 90645- SE

Henophi | us i nfluenza b, PRP-OWP conjugate (Hb) 90647-SE
Henophi | us i nfluenza b, PRP-T conjugate (Hib) 90648- SE
Human Papi ||l oma, quadrival ent, (3 dose) (HPV) 90649- SE
Influenza virus, split virus, 6-35 nonths, pf 90655- SE

Influenza virus, split, preserv free, > 2 yrs 90656- SE
Influenza virus, split virus, 6-35 nonths 90657- SE
Influenza virus, split virus, 3-18 years 90658- SE
I nfluenza virus, live, intranasal 90660- SE
Pneunpcoccal conjugate, 7 valent, < 5 years 90669- SE
Pneunmpcoccal conjugate, 13 val ent 90670- SE
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Rot avi rus, pentavalent, live,oral, (3 dose) 90680- SE
Rot avi rus, nonoval ent, live, 6-32 weeks 90681- SE
Di ptheria, tetanus toxoids, acellular pertussis

and polio virus, inactivated, 5'" dose,

4-6 years (DTaP-1PV) 90696- SE
Di ptheria, tetanus toxoids, acellular pertussis,

haenophi l us i nfluenza type b, poliovirus,

2-59 nont hs (DTaP-Hi b-1PV) 90698- SE
Di pht heria, tetanus toxoids and acel |l ul ar

pertussis, < 7 years (DTaP) 90700- SE
Di pht heria and tetanus toxoids, < 7 years(DT) 90702- SE
Measl es, munps and rubella virus, live (MR 90707- SE
Measl es, munps, rubella and varicella (MVRV) 90710- SE
Pol i ovirus, inactivated (IPV) 90713- SE

Tetanus and di phtheria toxoids, 7-18 years (Td) 90714-SE
Tet anus, di phtheria toxoids and acellul ar

Pertussis (Tdap), 7-18 years 90715- SE
Varicella virus, live 90716- SE
Tet anus toxoid and di phtheria (Td, 7-18) 90718- SE
Di pht heria, tetanus toxoids, acellular pertussis

and Herophilus influenza b (DTaP-Hi b) 90721- SE

Di pht heria, tetanus toxoids, acellular pertussis
and Hepatitis B and poliovirus (DTaP-HepB-1PV) 90723-SE
Pneunmpbcoccal pol ysaccharide, 23-valent, 2-18 yrs 90732-SE

Meni ngococcal conjugate, tetraval ent 90734- SE
Hepatitis B, adol escent (2 dose ) 90743- SE
Hepatitis B, pediatric/adol escent (3 dose) 90744- SE
Hepatitis B and Henophilus influenza b

(HepB- Hi b) 90748- SE

5. Sick Visits

Preventi ve Medi ci ne CPT codes can be used when a child is being seen
for an illness if the child is due for a well child examand if all of
the requirenents for a Healthy Kids exam can be conpleted. If the child
has al ready received a preventive well child examor is too sick to
conplete a full Healthy Kids exam use the CPT Eval uati on and Managenent

codes (99201 - 99215) for sick or acute illness related office visits.
HYSTERECTOM ES

The Programwi ||l not reinburse for a hysterectony perforned solely
for the purpose of rendering an individual permanently incapable of
reproducing, or if there was nore than one purpose to the procedure, and
it would not have been performed but for the purpose of rendering the
i ndi vidual permanently incapable of reproducing. Hysterectom es are
prohi bited when perfornmed for fam |y planning purposes even when there
are nedical indications, which alone do not indicate a hysterectony.

The Programwi || reinburse for a hysterectonmy only if the follow ng
conditions are net:

1. The physician who secured authorization to performthe
hysterectony has informed the individual and her representative, if any,
orally and in witing, that the hysterectomy will render the individua
per manently i ncapabl e of reproduci ng, and

2. The individual or her representative, if any, has signed a
witten acknow edgement of receipt of that information, or

3. The individual was already sterile before the hysterectony, or
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4. The individual requires a hysterectony because of a life-
t hreateni ng emergency situation and the physician determ nes that prior
i nform ng and acknow edgenent are not possible, and

5. The physician who perforns the hysterectony:

a. Certifies, inwiting, that the individual was already sterile
at the tine of the hysterectony and states the cause of the sterility,
or

b. Certifies, in witing, that the hysterectony was perforned
under a life-threatening energency situation in which the physician
determ ned that prior acknow edgenent was not possible. The physician
nmust al so include a description of the nature of the energency.

Regul ati ons require the physician who perforns the hysterectony (not
a secondary provider such as an assisting surgeon or anesthesi ol ogi st)
to certify that the wonan nmet one of the specified exenptions. A
"Docunent For Hysterectomy"” DHVH 2990 form nust acconpany every invoice
for a hysterectony (51925, 58150-58294, 58541-58544, 58548, 58550-58554,
58951, 58953-58954, 59135, 59525). Do not bill other services on the
same claimformwith this procedure. Patient consent (signature) is not
needed if the patient is over age 55.

| NJECTABLE DRUGS AND BI OLOG CALS

The Program covers injectable drugs and bi ol ogi cals which are FDA
approved and reasonabl e and necessary according to accepted standards of
nedi cal practice for the diagnosis or treatnment of an illness or injury
of a patient. If a drug is given on the sane day as another service, the
adm nistration is generally considered part of the other service and
cannot be reported separately. If the only service being given is the
injection, the adm nistration cannot be billed separately. Only the J-
code for the drug can be reported. The Program rei nburses providers
their acquisition cost for injectable drugs. Providers nust bill their
actual cost for drugs and biol ogicals. The Program s maxi num
rei mbursement established for each J-code represents the estimated
actual cost of the drug to the provider. If the Progranis fee is |less
than the provider’s actual cost, the Programw || reinburse the provider
upon appeal the difference between their actual cost and the anpbunt paid
by the Program The fees for the J-codes are not listed in this manual.

Physicians nmust bill their acquisition cost for injectable drugs.
The acquisition cost nmust be the charge in Block 24F of the CMVS-1500.
The acquisition cost is defined as the purchase price of the drug (Il ess
any discounts) for the anmount adm ni stered, including any portion of tax
and shi pping. The CM5-1500 nust include the J-code in Block 24D and the
nunber of units adm nistered in Block 24G The dosage indicated in the
J-code description tinmes the nunber of units reported should equal the
total ampunt of the drug actually given.

When a drug is administered which does not have a specific J-code or
the "strength" is different fromthe ones |listed, use the appropriate
uncl assified J-code in Block 24D of the CM5-1500. The maxi mum nunber of
units which can be adnministered for an unlisted injectable drug is "1.”
Use J9999 for unclassified antineoplastic drugs and J3490 for all other
uncl assi fi ed drugs.

Clains that contain unlisted codes cannot be processed for paynent
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wi t hout an attached copy of a recent invoice which clearly shows the per
unit cost of the drug. Unclassified procedure codes require nanua

revi ew and paynent nmay be del ayed. Paynment processing can be facilitated
by witing on the attached i nvoice the calculation used to determine the
acquisition cost of the unlisted drug. The NDC i n the shaded area of

Bl ock 24 A on the CM5-1500 nust agree with the nane of the drug listed
on the invoice. The actual cost docunentation is only required for
unlisted injectable drugs. The drug will not be reinmbursed if its actua
cost can not be determned fromthe infornation reported on the claimor
fromthe invoice

NOTE: The Program does not reinburse separately for imunization
adm ni stration (CPT 90465 — 90474 are not used/payabl e), except for
i muni zations covered under the Vaccines for Children Program

NOTE: The quantity reported should reflect the dose given according
to the HCPCS description for the code. Use the code with the exact
dosage or round the quantity up to best describe the anpbunt given. \Wen
adm ni stering a dose froma nultiple dose vial, only the anmount given to
the patient should be billed to the Program If, however, a drug is only
available in a single use size and any drug not used rmust be discarded,
the Programw || pay for the anobunt supplied in the vial

NOTE: The Programwi ||l not reinmburse providers for drugs unless
their manufacturers participate in the federal Drug Rebate Program and
the NDC and quantity admi nistered are reported on the CVM5-1500. See NDC
Reporting Requirenments on page 9.

MATERNI TY CARE

The services normally provided in unconplicated naternity cases
i ncl ude antepartum care, delivery and postpartum care. Antepartum care
i ncludes the initial and subsequent history, physical exam nations,
recordi ng of weight, blood pressures, fetal heart tones, routine
chem cal urinalysis, and nonthly visits up to 28 weeks gestation
bi weekly visits to 36 weeks gestation, and weekly visits until delivery.
Del i very services include adm ssion to the hospital, the adm ssion
hi story and physi cal exam nati on, managenent of unconplicated | abor
vagi nal delivery (with or without episiotony, with or w thout forceps),
or cesarean delivery. Postpartum care includes hospital and office
visits follow ng a vagi nal or cesarean section delivery.

The Program does not reinburse providers for "global" maternity care
servi ces. CPT codes 59400, 59510 and 59610 are not used by the Program
Instead, the Programw || reinburse providers for vaginal delivery
i ncl udi ng postpartumcare as a separate procedure, CPT code 59410.
Cesarean deliveries are generally billed using code 59515. Prenatal care

servi ces should be billed using the appropriate E&M of fi ce/ out pati ent
code for each visit as described in CPT. In general, the first prenata
visit will be the nost detailed and conprehensive and followup visits
will be | ess comprehensive and require less tinme. Antepartum care codes
59425-59426 are not used by the Program

The Programwi || pay for postpartumcare only using procedure code
59430. Postpartumcare includes all the visits follow ng a delivery,
both in the hospital and in the office. Postpartumcare is not
separately payable unless it is provided by a physician or group other
than the one providing the delivery service.

For twin gestation, report the delivery services on two lines with
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no nodifier on the first and nodi fier —-51 on the second.

NOTE: Physicians and nurse midw ves should bill for vagina
deliveries including postpartumcare perforned in a hone or birthing
center using CPT codes 59410 and 59614 with the appropriate place of
service, 12 or 25, reported in Block 24B of the CM5-1500. The
rei mbursement rate for a vaginal delivery in a hone setting is $1, 054
and in a birthing center is $1,395. Bill the unlisted nmaternity care and
delivery code 59899 for supplies used during a vaginal delivery in a
honme or birthing center. The fee for delivery supplies is $75.

Vagi nal and cesarean deliveries nust be billed separately from
prenatal care. A claimfor a delivery which includes other procedures on
the sane date of service nmust list the delivery first and then the
subsequent procedures with the appropriate nodifier. A tubal |igation
perfornmed at the tinme of a cesarean delivery nmust be billed separately
usi ng procedure code 58611 with a nodifier -51 and include the
Sterilization Consent Form

NOTE: Artificial insemnation and in-vitro fertilization are not
covered services.

Heal thy Start Program

In addition to the services nornmally provided with prenatal and
postpartumoffice visits, physicians may bill for two additiona
servi ces covered under the Healthy Start Program risk assessnent and
enriched maternity services.

Code Descri ption of Service

H1000 Prenatal Care, At-R sk Assessnent

The Medi cal Assistance Programrequires nmaternity care providers to
conplete the Prenatal Ri sk Assessnent form (DHWVH 4850) at the tine of
the initial prenatal visit and to subnit the conpleted formin a tinely
manner to the recipient’s local health departnment, regardl ess of risk
status. Use procedure code H1000 and a diagnostic code of V22 or V23 to
bill for the conpletion and submttal of the Prenatal Ri sk Assessnent
form Only one assessnment will be reinbursed for each pregnancy.

H1003 At - R sk Enhanced Servi ce/ Educati on

Enriched maternity services can be provided in conjunction with and
in addition to each prenatal and postpartumoffice visit (up to 60 days
after delivery). These services may include counseling, health
education, nutrition education, care coordination, referral to services
such as WC, snoking cessation, drug and al cohol treatnent or famly
pl anni ng. Use procedure code H1003 with a di agnhosis code of V22 or V23
to bill for an enriched maternity servi ce.

Call (410) 767-6750 or (800) 456-8900 for additional infornmation
concerning the Healthy Start Program

NEVBORN CARE

The foll owing CPT codes are used to report the services provided to
newborns in several different settings:
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Procedur e Code
Hi story and exam nation 99460, 99463
Nor mal newborn care (non-hospital) 99461
Subsequent hospital care 99462
Attendance at delivery 99464
Newbor n resuscitation 99465
OPHTHAL MOLOGY

A general evaluation of the conplete visual systemincludes history,
general nedical observation, external and ophthal nbscopi ¢ exam nations,
gross visual fields and basic sensorinotor exam nation. It often
i ncl udes, as indicated: bionicroscopy, exam nation with cycl opl egia or
nydriasis and tononetry. It always includes initiation of diagnostic and
treat nent prograns.

PATHOLOGY AND LABORATORY

1. Specific information concerning pathol ogy and | aboratory services
can be found in the Medical Laboratories Provider Manual and Fee
Schedul e under COVAR 10.09.09. Call (410) 767-1462 or (877) 463-3464,
x1462 for additional information or a copy of this docunent.

2. Physician Ofice Laboratories

Physicians may only bill the Program for those | aboratory procedures
whi ch they performor are perforned under their direct supervision
Physi ci ans’ services providers cannot be reinbursed for clinica
| aboratory services without a Cinical Laboratory |nmprovenent Amendnents
(CLIA) certification and approval by the Maryl and Laboratory
Adm nistration if located in Maryl and. Laboratory procedures which the
physician refers to an outside |aboratory or practitioner for
performance nmust be billed by that |aboratory or practitioner. The
physician may not bill for any |aboratory procedure which is referred to
a | aboratory or another physician.

3. Interpretation of laboratory results, or the taking of specinens
other than blood, is considered part of the office visit and may not be
billed as a separate procedure. Specinen collections for Pap snears and
PKU for infants are not billable by a physician. Specinen collection by
veni puncture, capillary or arterial puncture are billable.

RADI OLOGY

Radi ol ogy services include diagnostic and therapeutic radiol ogy,
nucl ear medi ci ne, CT scan procedures, magnetic resonance inmaging (M)
servi ces, diagnostic ultrasound and other inaging procedures. The
nucl ear nedi ci ne codes (78000 - 79999) are to be used for in-vivo
testing only. In-vitro tests are described in the Pathol ogy and
Laboratory section of CPT (80049 - 89399).

Physicians can bill for the global service in a non-hospita
setting or professional only conponent service in any setting. Providers
cannot bill for the technical component only. The gl obal service

i ncludes all resources necessary to performthe procedure and the

prof essi onal physician services to interpret the output. The

pr of essi onal conponent includes the specialized interpretation or
reading of the test results and preparation of a detailed witten report
of the findings for the referring/attendi ng physician. Interpretation of
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radi ol ogy services are payable to any physician trained in the
interpretation of the study. The provider who bills for the
interpretati on nust be the provider who eval uates the study and prepares
and signs the witten report for the medical record and is subject to
post - paynent review. Review of results and explanation to the patient is
part of the attendi ng physician’'s E&M service and cannot be billed as an
interpretation of the study.

When perform ng radiol ogy services using hospital equipnent and/or
staff, bill only for the professional conponent by adding the nodifier
-26 to the procedure code. Paynent for the professional conmponent is
based upon the same percentage of the global fee that Medicare uses in
its physician fee schedul e.

NOTE: Conputerized tonography includes CI's, MRI's, PET' s and
SPECT’ s.

Bil ateral services are studi es done on the sane body area, once on
the left side and once on the right side. Providers should use the
“bilateral” CPT code to bill these services when available. If a
bilateral code is not available, use the unlilateral procedure code,
append the nodifier -50 and report one unit in Block 24G

If the same x-ray is repeated on the sane patient on the sane day,
report 2 units in Block 24G on the claimform Generally, the maxi mum
units all owed for radiol ogy procedures is two.

CAT scans and MRI's do not require preauthorization. Use procedure
codes 77055 (unilateral) or 77056 (bilateral) for diagnostic manmography
when the patient is referred by a physician. Use procedure code 77057
for wal k-i n manmogr aphy screening. A physician referral is not required
for wal k-i n manmogr aphy screeni ng; however, the patient nust be age 21
or ol der.

NOTE: Radi ol ogy services billed with a place of service code of 21
22 OR 23 will be denied without a nodifier —-26, except for certain
radi ol ogy oncol ogy codes where the nodifier -26 does not apply.

NOTE: Use (0202 — 30206 for digital namography.

RADI OPHARMACEUTI CALS

Rei mbur semrent for radi opharnmaceuticals is usually considered
separately fromthe procedure. Use HCPCS codes A9500 — A9605. If a HCPCS
code has not been established for the radi opharnmaceutical used, code
A4641 shoul d be used for a diagnostic agent and code A9699 shoul d be
used for a therapeutic agent. A patient specific invoice is required for
rei mbursement. The invoice nust supply all the foll ow ng information:

Reci pi ent nane

Nanme of radi opharmaceutica

Dosage bei ng adm ni stered

Cost of radi opharnaceutica

Dat e radi opharnmaceuti cal was adm ni stered

RN

A valid invoice is also required for 10 A-codes which do not have a
listed fee: A9512, A9531- A9532, A9542- A9545, A9550, and A9554- A9555.

Use HCPCS codes @945 — (@957 for Low Osnol ar Contrast Media (LOCM .
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RENAL DI ALYSI S

End- St age Renal Di sease

Codes 90951 - 90962 are reported ONCE PER MONTH to di stinguish age-
specific services related to the patient’s end-stage renal disease
(ESRD) in an outpatient setting. ESRD-rel ated physician services include
establ i shnent of a dialyzing cycle, outpatient eval uati on and managenent
of the dialysis visits and pati ent managenent during the dialysis,
provided during a full nonth. These codes are not used if the physician
al so reports hospitalization codes during the nonth.

Codes 90963 — 90966 are reported ONCE PER MONTH to di stinguish age-
specific services related to the patient’s ESRD perforned in the
patient’s home. Codes 90967 — 90970 are used to report ESRD services
|l ess than a full nmonth per day.

Henodi al ysis and M scel | aneous Di al ysis Procedures

For ESRD and non-ESRD dial ysis services perforned in an inpatient
setting, and for non-ESRD dial ysis services perfornmed in an outpatient
setting, report codes 90935 — 90937 and 90945 — 90947.

Physi ci ans’ services provided to a renal dialysis patient include
only those routine professional services that entail substantial direct
i nvol venent and the physical presence of the physician in the delivery
of services directly to the patient. Routine professional services
i nclude all physicians’ services furnished during a dialysis session
that nmeet the follow ng requirenents:

1. They are personally furnished by a physician to an individua
patient,

2. They contribute directly to the diagnosis or treatment of an
i ndi vidual patient, and

3. They ordinarily must be perforned by a physician.

Routi ne professional services associated with renal dialysis include
at least all of the follow ng services when nedically appropriate:

1. Visits to the patient during dialysis and review of |aboratory
test results, nurses' notes and any other nedical docunentation, as a
basis for,

a. Adjustnent of the patient's medication or diet, or the
di al ysi s procedure,

b. Prescription of nedical supplies, and

c. Evaluation of the patient's psychosocial status and the
appropriateness of the treatnent nodality.

2. Medical direction of staff in delivering services to the patient
during a dialysis session

3. Pre-dialysis and post-dialysis exan nations, or exam nations
t hat coul d have been furnished on a pre-dialysis or post-dialysis basis.

4. Insertion of catheters for patients who are on peritonea
di al ysis and do not have indwelling catheters.

Insertion of a cannula or catheter should be billed using
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procedure code 49420 or 49421

NOTE: Physicians’ services to a renal dialysis patient nust
be supported by a contenporaneous entry in the nedical record, witten
and signed by the attendi ng physician, docunenting that the physician
personal |y provided the services. |Inadequate docunentation will result
in denial of paynment, or if paynent has al ready been nmmde, in recovery
of payment.

STERI LI ZATI ONS AND TUBAL LI GATI ONS

Sterilizations have special requirenments which nust be net in order
for themto be covered by the Medical Assistance Program The Program
will reinburse for the sterilization of an individual, including a tuba
ligation, only if all of the followi ng conditions are met:

1. The individual is at least 21 years of age at the time consent
i s obtained,

2. The individual is not nentally inconpetent,
3. The individual is not institutionalized,

4. The individual has voluntarily given infornmed consent as
described in Part | of the consent docurment, "Sterilization Consent
Formi* DHWVH 2989, and

5. At least 30 days, but not nore than 180 days, have passed
bet ween the date of informed consent and the date of sterilization
except in the case of premature delivery or enmergency abdom nal surgery.
An individual may consent to be sterilized at the tinme of a premature
delivery or enmergency abdom nal surgery, if at |east 72 hours have
passed since he or she gave informed consent for the sterilization. In
the case of premature delivery, the infornmed consent nust have been
given at |east 30 days before the expected date of delivery.

A "Sterilization Consent Form' DHVH 2989 nmust acconpany all invoices
for sterilization (55250, 55450, 58565, 58670 - 58671, 58600 - 58615,
58670 — 58671, 58700). A sterilization/tubal l|igation procedure nust be
billed on a separate HCFA-1500 claimform I|f the procedure was
perfornmed on the sane date of service as another procedure, a nodifier
—-51 is required in Block 24D for the second or subsequent procedure.

The sterilization formconsists of four parts:

Part | - Consent to Sterilization - This section nust be conpleted
for all sterilizations and nust be signed and dated by the individua
being sterilized.

Part Il - Interpreter's Statement - This section nust be conpleted
only when an interpreter is provided to assist the individual to be
sterilized to understand the consent statenent.

Part 11l - Statement of Person Obtaining Consent - This section nust
be conpleted for all sterilizations and nust be signed and dated by the
person who counsel ed the individual to be sterilized.

Part IV - Physician's Statenent - This section nust be conpleted for
all sterilizations by the physician. One of the final paragraphs, the

one which is not used, nust be crossed out. This section is worded so
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that the physician is required to sign this formon or after the date of
sterilization. This section may not be signed or dated by the physician
prior to the date of sterilization

NOTE: The individual is not eligible for the sterilization procedure
until the 32nd day after giving consent (signature date).

NOTE: Use procedure code 58565 to bill for the inplantation of
Essure and the device when provided in the office (Sterilization Consent
Formrequired), and 58340 for the 3-nonth foll ow up hysterosal pi ngogram
to confirmplacenment of the inplants for bilateral occlusion of the
fall opi an tubes. Use procedure code 99070 for the Essure devi ce when
provided in an hospital outpatient setting (invoice required).

SUPPLI ES AND MATERI ALS

Procedure code 99070 should be used to bill for supplies and
materials. Providers will be reinbursed their acquisition cost for these
services. The acquisition cost is defined as the purchase price of the
supply or material (less any discounts) for the anount supplied,

i ncludi ng any portion of tax or shipping. Providers nust bill their
actual cost for supplies and materials. Clains for supplies which cost
$10 or nmore nust report the nane of the supply and the anmount supplied
in Block 24D of the CMS-1500. A copy of a current invoice which clearly
shows the per unit cost of the supply nust be attached to the claim The
cal cul ation used to determ ne the acquisition cost should be witten on
the invoice. No paynent will be nade if the actual cost cannot be
determ ned fromthe docunmentation provided. No invoice docunentation is
required for charges | ess than $10.

NOTE: Only those supplies provided by the physician over and above
those usually included with the office visit or other services rendered
may be |isted separately under procedure code 99070.

SURGERY

CPT surgery guidelines for add-on, 51-exenpt, separate procedures,
bilateral and multiple procedures generally apply. Reinbursenment for
surgery includes related services that are furni shed by the surgeon who
perforns the surgery or by nenbers of the sane specialty group. This
rei mbursement nethod is known as the gl obal surgery package which
i ncludes the foll ow ng services:

1. Pre-operative visits beginning with the day before the surgery
for major surgeries (90 day post-operative period) and the day of
the surgery for mnor surgeries,

2. Intra-operative services that are a usual and necessary part of a
surgi cal procedure,

3. Complications follow ng surgery (This includes all additiona
nedi cal or surgical services required of the surgeon during the
post -operative period because of conplications that do not
require return to the operating room The surgeon’s visits to a
patient in an intensive care or critical care unit are al so
i ncl uded.)

4. Followup visits within the post-operative period related to
recovery fromthe surgery,
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5. Post-surgical pain nmanagenent by the surgeon

6. Supplies for certain services furnished in a physician's office,
and

7. M scellaneous services and itens (For exanple: dressing changes;
I ocal incisional care; renoval of operative pack; renoval of
cut aneous sutures and staples, lines, wires, tubes, drains, casts
and splints; insertion, irrigation and renoval of urinary
cat heters, routine peripheral intravenous |ines, nasogastric and
rectal tubes; and changes and renpval of tracheostony tubes.)

Mul tiple Surgical Procedures

For multiple surgical procedures perforned during the sanme surgica
session, report the major or primary surgery on the first service line
with no nodifier. Report each additional procedure perforned during the
sanme surgical session on subsequent service lines with the nodifier -51.
Al'l services should be reported on one claim Procedures identified as
“Add-on” or “-51-Exenpt” procedures are reinbursed at 100% and are not
subject to the nmultiple surgery reduction. Add-on and -51-exenpt
procedures should not be reported with the nodifier -51.

There are instances when the primary procedure specifies that each
addi ti onal procedure should be reported and there are no additiona
codes to report the second and subsequent procedures. In these cases
when there is only one procedure code avail able, the primary procedure
shoul d be reported on one line without a nodifier -51 and the additiona
procedures, second and subsequent, reported on a second line with the
sane procedure and the nodifier -51. When nore than one of the sane
subsequent procedure is perforned, indicate the nunber of services in
Bl ock 24G on the CM5-1500. |If the nunber of units reported exceeds the
Program s nmaxi mum for that procedure, the line itemw || suspend
i ndi cating that additional nedical docunentation is required. Add-on
codes and nodifier —-51 exenpt codes should al so be reported when
appropriate with nultiple units on a single Iine w thout a nodifier -51
when there are no additional codes to report the second and subsequent
procedures.

NOTE: The maxi mumunits of service allowed for a surgery procedure
wi thout a nmodifier -51, exclusive of certain add-on and -51 exenpt
codes, is one.

Bil ateral Surgery

Bil ateral surgeries are procedures performed on both sides of the
body at the sanme operative session or on the sanme day. The descriptions
for sone procedure codes include the terns “bilateral” or “unilateral or
bilateral.” The fee for these codes reflects the work involved if done
bilaterally as the description states. If a bilateral procedure is
perfornmed, report the bilateral procedure if available. Wen there is no
code describing bilateral services, report the bilateral service on one
claimline and add the nodifier -50. Reinbursenent for a bilatera
procedure reported appropriately with nmodifier -50 is based on the | ower
of the amount billed or 150% of the listed fee for the procedure. If a
procedure is identified as a bilateral procedure according to CPT, do
not report the code with nodifier -50.
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Assi st ant Sur geons

The Program covers assistant surgeon services for designated
surgi cal procedures. An assistant surgeon is a second physician who
actively assists the primary surgeon during a surgical procedure.
Assi stant surgeon services nmust be considered reasonabl e and necessary
for the surgery perforned.

The surgical procedure(s) should be reported with nodifier —-80 or
—-82. Reinbursenment for assistant surgeon services will be the | esser of
the charge or 20% of the fee for the surgical procedure.

NOTE: Modifier -81 is not used/payable by the Program

NOTE: Rei mbursenent for services at the assistant surgeon rate wl|
not be made if reported with nodifiers 54 and 55.

Less Than Full d obal Package

Physi ci ans furnishing less than the full gl obal surgery package for

procedures with 10 or 90 day gl obal periods nust bill their portion of
care correctly. The surgeon should use nodifier -54, surgical care only,
to bill for a surgery when anot her physician who is not a nenber of the

sane group provides all or part of the outpatient post-operative care.
The Program assunes that the surgeon is responsi ble for pre-operative,

i ntra-operative and inpatient hospital post-operative care at a m ni num
Payment will be 80% of the listed fee for the procedure.

Modi fier =55 is used when a physician other than the surgeon
provides all or part of the post-operative care after hospita
di scharge. The surgeon nust transfer care to the second physician, and
both nust keep a copy of the witten transfer agreement in the patient’s

nedi cal record. The physician assum ng care nust bill the surgical code,
use the date of surgery as the service date, and report nodifier -55.
The physician cannot bill for any part of the post-operative care unti

at | east one service has been provided.

NOTE: Modifier -56 is not used/payable by the Program
Report the nodifier -52, reduced services, if a service or procedure
is partially reduced or elimnated at the physician’s discretion. A
report is required to determ ne rei nmbursenent.

Report the nodifier -53, discontinued procedure, if a surgical or
di agnostic procedure is termnated after it was started. A report is
required to determ ne rei nmbursenent.

NOTE: The nodifier —22, unusual procedural services, is informationa
and does not affect paynent.

NOTE: The reporting of nodifiers is subject to post-paynent audit.

TRAUVA SERVI CES

Senate Bill 479/ House Bill 1 enacted in 2003 established a Trauma
Fund to subsidize trauma physicians for unconpensated trauma care. The
| aw al so required the Medical Assistance Programto reinburse trauma
physicians at the greater of the Progranis fee schedul e anbunt or the
Medi care facility-based rate for the Baltinmore City and surroundi ng area
locality. These bills also allow the Programto be reinbursed for the
amount of the trauma fee increases fromthe Trauma Fund. Due to HI PAA
and other inplenentation requirenents, the | aw was i npl emented on
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Decenmber 1, 2003. The Maryland Health Care Conmmi ssion and the Health
Servi ces Cost Revi ew Comm ssion have oversight responsibility for the
Trauma Fund. The anpbunt of the Medicaid trauma fee increases and

rei mbursement fromthe Fund are subject to the availability of nonies in
the Trauma Fund. The Maryland Health Care Conm ssion may nake
adjustrments to the Medicaid trauma rates in accordance with COVAR
10.25.10 and will provide the Programwith at |east four nonths prior
noti ce of such changes.

A trauma physician is defined as a physician who provides care in a
trauma center to trauma patients on the State Trauma Registry. Energency
room physi ci ans, however, are eligible for unconpensated care
rei nbursement only fromthe Traunma Fund and not fromthe Medicaid
Program CLAI MS FOR TRAUMA SERVI CES BY EMERGENCY ROOM PHYSI Cl ANS W LL BE
DENI ED

Trauma services are defined as the care provided to a trauna patient
in atrauma center within an emergency roomor the inpatient acute care
setting. Trauma centers are those designated by the Maryland Institute
for Emergency Medical Services System (M EMSS)

A trauma patient is a patient treated at one of the M EMSS-desi gnated
trauma centers with an injury as defined by | CD 9-CM di agnosi s codes
800.00 to 959.9 or with a supplenmentary classification of externa
causes of injury and poisoning codes E800 — E999. To be eligible for the
Medi caid differential paynment, the patient nmust be included in the
Maryl and Trauna Regi stry admini stered by M EMSS.

The following billing instructions for the CM5-1500 nmust be foll owed
by trauma physicians in order to be reinbursed for trauna services at
t he hi gher Medicare rate:

1. The nodifier —UlL nust be reported in one of the nodifier positions
for the trauma service in Block 24D (nmodifier field). This
nodifier is being used to reinburse trauma providers for traum
services at the Medicare rate instead of the Medicaid rate

2. Aprimary, secondary or additional diagnosis code listed in Block
21 (diagnosis or nature of illness or injury field) nmust be from 800. 00
- 959.9, or if not, a supplenmentary classification of external causes
and injury and poi soning code from E800 — E999 nust appear as a
subsequent suppl enmentary classification code in Block 21

3. Aprimary, secondary or additional diagnosis code listed in Block
24E (di agnosis code field) for each line itemon the invoice nust be
from800.00 — 959.9, or if not, a supplenentary classification of
external causes and injury and poisoning code from E800 - E999 nust
appear as a subsequent supplenentary classification code in Block 24E
for each line itemon the invoice when the Ul nodifier is reported.

4. The last 2-digits of the trauma center identification nunber and
the 6-digit trauma registry (patient identification) number nust be
reported in Block 23 (prior authorization nunber field) as an 8-position
nunber. The trauma registry number is available fromthe traunma center
where care was provided. |If the trauma registry nunber is less than six
digits, place zeros in front of the trauma registry nunber until you
have a 6-digit nunmber. For exanple, if there is only a 4-digit trauna
registry patient nunber, fill in the first two positions with zeros.
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FACI LI TY NAME

State Primary Adult Resource Center
R Adans Cow ey, Shock Traumm Center,

Bal ti nore

Level | Traumm Center

Johns Hopki ns Medi cal System
Adult Trauma Center, Baltinore

Level Il Trauma Centers

Johns Hopki ns Bayvi ew Medi cal
Adult Trauma Center, Baltinore

Cent er,

Prince George’s Hospital Center,
Adult Trauma Center, Cheverly

Si nai Hospital of Baltinore,
Adult Trauma Center

Subur ban Hospital,
Adult Trauma Center, Bethesda

Level 1ll Trauma Centers

Western Maryl and Heal th System
Cunber | and Menorial Trauma Center

Peni nsul a Regi onal Medi cal
Adult Trauma Center,

Center,
Sal i sbury

Washi ngt on County Hospital,
Adult Trauma Center, Hagerstown

Pedi atric Trauma Centers

Johns Hopki ns Medi cal System
Pedi atric Trauma Center, Baltinore

Children’s National Medical
Pedi atric Trauma Center,

Center,
Washi ngton, D.C.

Trauma Specialty Referral Centers

Johns Hopki ns Medi cal
Burn Center, Baltinore

System

Johns Hopki ns Medi cal
Pedi atric Burn Center,

System
Bal ti nore

Johns Hopki ns Medi cal System
Eye Trauma Center, Baltinore

Uni on Menori al
Curtis National

Hospital,

Hand Center, Baltinore

TRAUMA CENTER | D

(Last 2-Digits of the
M EMSS Facility ID #) +
TRAUMA REG STRY NUMBER

34 + 6-Digit Trauna
Regi stry Patient Nunber

04 + 6-Digit Trauna
Regi stry Pati ent Nunber

01 + 6-Digit Trauna
Regi stry Patient Nunber

32 + 6-Digit Trauna
Regi stry Pati ent Nunber

10 + 6-Digit Trauma
Regi stry Pati ent Nunber

49 + 6-Digit Trauma
Regi stry Pati ent Nunber

20 + 6-Digit Trauna
Regi stry Patient Nunber

08 + 6-Digit Trauna
Regi stry Pati ent Nunber

89 + 6-Digit Trauna
Regi stry Pati ent Nunber

05 + 6-Digit Trauna
Regi stry Pati ent Nunber

17 + 6-Digit Trauma
Regi stry Pati ent Nunber

91 + 6-Digit Trauma
Regi stry Patient Nunber

93 + 6-Digit Trauma
Regi stry Pati ent Nunber

95 + 6-digit Trauma
Regi stry Patient Nunber

94 + 6-Digit Trauma
Regi stry Pati ent Nunber

5. Only the place of service codes 21 (inpatient) and 23 (energency
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roon) can be reported in Block 24B (pl ace of service field) for
trauma servi ces.

6. Enter the ID Qualifier 1D followed by the 9-digit Medicaid
provi der nunber of the hospital where the trauma center is located in
Bl ock 32b (service facility location informati on) ON THE CMS-1500.

The increased fees are only applied to the traunma services
rendered during the initial adm ssion or traunm center visit and the
resulting acute care stay, not for subsequent follow up services. ALL
REPORTI NG OF THE Ul MODI FI ER W LL BE SUBJECT TO POSTPAYMENT AUDI T.

NOTE: The current revision to the Physicians’ Services Provider Fee
Manual can be obtained fromthe Departnent of Health and Menta
Hygi ene’s web site at ww. dhnh. state. nd. us/ mma/ provi derinfo/.

NOTE: The Program i npl enented the CMS-1500 (08-05) on July 30, 2007.
Billing instructions can be found at ww. dhnh. st at e. nd/ us/ mma/ mmahone/ .
(dick on NPl and Maryl and Medi caid Providers).

NOTE: CMs- 1500 (08/05) claimformchanges include Bl ocks:

17a/ b, Name of Referring Provider or Other Source
24C, EMG (not required)

24i, 1D Qualifier

24d, Rendering Provider ID #

32a/ b, Service Facility Location Information

33, Billing Provider Info & PH #

NOTE: The 9-digit Medicaid Provider Number will continue to be required

on all paper clains. Wen entering a provider’s 9-digit provider nunber,
it must be preceded by the ID Qualifier- 1D
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MARYLAND MEDI CAL ASSI STANCE PRORGRAM

TELEPHONE DI RECTCORY
PHYSI CI ANS' SERVI CES PROGRAM

Pol i cy/ Cover age | ssues
OTHER PROGRAMS
Eligibility Verification System (EVS)
Children's Services
Heal thy Kids Screening/Certification
Healthy Start/Fam |y Pl anning Policy/ Coverage
Laboratory Services/ Policy/ Coverage
Provi der Master File (Enrollnent)
P. O, Box 17030
Balti nore, MD 21203
Provi der Rel ations
P. O Box 22811
Balti nore, MD 21203
LTC Probl em Resol uti on &
Institutional Services
201 W Preston Street
Baltinore, MD 21201
El ectroni ¢ Media Submttal
M ssi ng Paynent Voucher/Lost or Stol en Check
Third Party Liability/Qher insurance
Recoveri es
Medi cai d Trai ning Liaison Unit
C ai ns (CVB-1500)
P. O Box 1935
Balti nore, MD 21203
Cl ai ns (Adjustnents)

P. O. Box 13045
Baltimore, MD 21298

(410)

(866)
(410)
(410)
(800)
(410)
(410)

(410)
( 800)

(410)
(410)

(410)
(410)
(410)
(410)
(410)

(410)

767-1722

710- 1447
767-1903
767-1683
456- 8900
767-5706
767-5340

767-5503
445-1159

767-8699
767- 5457

767-5863
767-5503
767-1771
767-1783
767-6024

767-5346

Toll Free Nunmber for any of the (410) 767- exchanges above,

ask for the appropriate 4-digit extension

(877)

463- 3464
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